THE uterus weighed 41 oz. The patient suffered from extreme anaomia, due to heemorrhage. She was aged 48, had only had one pregnancy, which went to term seventeen years and ten months ago. When seen on April 11, 1922, there had been considerable daily blood loss for over six weeks. The patient had had three similar bouts of uterine bleeding, the last of these ending on December 17, when the uterus was curetted and thickened endometrium removed.
The specimen was removed by the vaginal route on April 15. A complete section of the uterine wall does not demonstrate inflammatory tissue change or new growth. DISCUSSION . The specimen was discussed by Dr. HERBERT WILLIAMSON, who said he now treated such cases by X-rays after curetting for diagnostic purposes; and by Mr. FoRSDIKE and Dr. HEDLEY, who said they introduced radium into the uterine cavity after dilatation and curetting.
Dr. GILEs questioned the wisdom of destroying healthy ovaries for the sake of saving an unhealthy uterus.
The PRESIDENT (in reply) said that the expressed views of the Section on his specimen had proved to be as he expected: they were not yet fixed against a radical operation in advanced cases near the climacteric period.
Description of an Operation for Radiation of Iliac Glands and
Deep Tissues in Cases of Carcinoma of the Cervix. By MALCOLM DONALDSON, M.B.
ALL of us hope, and some of us believe, that if radium is put near enough to carcinoma cells it has a selective action, and will permanently destroy them. The difficulty in the case of carcinoma of the cervix that has-been encountered up to the present is that of applying the radium to the growing edge of the growth, and to the metastases in the iliac glands. Professor Daels, of Ghent, has invented an operation for putting radium deep down in the pelvis near the iliac glands. This I am about to describe, but having only performed it five times I shall only discuss the technique. [May 4, 1922. When I went over to Belgium to see Professor Daels do this operation he told me he had performed it on forty patients, with complications in only four cases. These complications consisted of sepsis in two cases and secondary htemorrhage with fatal results in two cases. I will say a word or two about these after describing the technique. It must be remembered that this operation should be performed after the cervix has been thoroughly treated.
The patient is prepared for operation in the usual manner, and a general or spinal anmsthetic administered. She is then put into the lithotomy position, and an incision 4 cm. long is made just to the inner side of the ischial tuberosity. This incision is carried down to the deep fascia and the finger is inserted into the wound. Then, by a blunt dissection, it is carried along the surface of the obturator internus to the inner side of the ischial spine. From the ischial spine the finger is,pushed between the two parts of the levator ani, i.e., between the ilio-coccygeus and the ischio-coccygeus, over the surface of the pyriformis, and it reaches the sacro-iliac synchondrosis.
The curved tube (which I have handed round for demonstration) is then pushed along the finger to the same point, and the distance between the skin and the synchondrosis is now measured on the scale at the side of the tube, the latter being held in position by an assistant.
An incision is then made 2 cm. above and just to the inner side of the anterior superior spine. This is carried down through the aponeurosis of the external oblique. The finger is inserted and by means of blunt dissection through the internal oblique and transversalis muscle and outside the peritoneum the ileo-psoas muscle is reached. Passing over this muscle the finger feels the sacro-iliac synchondrosis, and the point of the tube with the large vessels lying to the inner side.
The finger is then withdrawn, the point of the tube following, and the complete distance from incision to incision is measured on the curved tube.
The difference between the first and the second measurement will give the distance from the iliac incision to the sacro-iliac synchondrosis just below the vessels. This is an important measurement, as it denotes the first position in which the radium will be placed. Usually this point is at a depth of 10 cm. from the skin. This is measured off from the radium along the chain, and a safety-pin placed through the chain to act as a stop and prevent the radium from moving, as will be seen in fig. 1 . A further safety-pin is put in 4 cm. more distal from the radium, and yet a third pin 4 cm. away from the second.
The cap of the tube having been removed, the chain is now drawn through the tube and the tube itself withdrawn from the pelvis, leaving the chain with the radium attached in the first position.
When the first safety-pin reaches the skin the radium should be opposite the sacro-iliac synohondrosis. Another safety-pin is then placed just outside the ischial incision, to prevent upward rnovement.
At the end of twelve hours the first of the upper safety-pins is removed, and the chain, whioh has been wrappedin sterile gauze, is pulled down a distance of 4 cm. (see fig. -2) . At the end of another twelve hours the second pin is withdrawn, and the chain pulled down another 4 cm. The radium is left in this third position for twenty-four hours, and then withdrawn altogether. After the withdrawal of the radium a small drainage tube is inserted into the lower wound for three or four days. This is to prevent any accumulation of serum or blood, which was the cause of sepsis in the complicated cases mentioned by  FIG. 1. -On the left of the patient the tube is in position ready to receive the chain. On the right of the patient the tube has been removed and the chain pulled into position.
FIG. 2.
Daels. The other complications-viz., secondary haomorrhage-occurred, I understand, three weeks and two months respectively after the operation. In both cases it was at the time of a further dose of radium being applied to the cervix; and the explanation given by Professor Daels is that a certain amount of injury is done to the vessels, and that the injured spot is strengthened by young fibrous tissue. The final dose of radium, however, to the cervix, he considers, destroys this young fibrous tissue, and in this way causes a secondary haemorrhage. When it is remembered that all these cases are inoperable carcinoma of the cervix the risk of these complications in the hope of allowing the radium to get at the new growth is a justifiable one.
DOSAGE OF RADIUM.
At the present time it is impossible to dogmatize on what should be the dose. The dose used by Professor Daels is 25 mgr. of radium element on each side of the pelvis, heavily filtered with aluminium, platinum and rubber, and he uses it for ten hours in the first position and twenty-four hours in each of the other positions. The dose used in the cases I have treated in this way was approximately 50 mgr. radium element on each side of the pelvis, filtered with platinum and rubber. Obviously it would be ideal to have sufficient radium to give the dose in the three different positions at one and the same time.
Of course, as mentioned above, this operation and method of treatment is only secondary to putting in radium in the form of needles, &c., into and around the cervix itself.
I have not discussed the question of treatment of the local cervical growth by radium to-night, as I merely wished to bring to your notice Professor Daels' operation. I think this operation opens.up a new field of possibilities for treatment by radium of inoperable cases of carcinoma of the cervix. BRIEF NOTE ON THE CASES.
Before concluding this short article I will add that four of the five cases upon which I operated had practically no reaction at all, and are very well so far as the immediate results of the operation are concerned. The fifth operation was an attempt in a patient on whom I had previously done a Wertheim hysterectomy, but in whom I fear there is some recurrence. I was anxious to discover whether Daels' operation was possible in such a case, but found that the vessels were too adherent to the side wall of the pelvis to allow the tube to pass to the outer side. In this case thorefore radium (52'2 mgr. radium element) was placed in the lower wound as high up as the finger could reach. In this patient, owing to a misunderstanding, no drainage-tube was inserted after the removal of the radium, with the result that the patient had a high temperature for three or four days, but she is now quite well and has left hospital.
DISCUSSION.
Mr. MALCOLM said that the conduct of these cases presented the greatest difficulty to the gynecologist until radiation and X-ray treatment had been introduced. If the results of these methods were persistently good a great advance would have been made. If any doubt of this arose it should not be forgotten that the results of operation in suitable cases were amongst the best in surgery.
Professor HENRY BRIGGS (President) said that where pelvic fixation was advanced the lumbar glands, in his experience, were usually infected: as to this Mr. Donaldson's efforts would prove of great value.
